Prolonged delay should be avoided. It arises from inexperience and a fear of being wrong, and also from feeling that it does not matter. But it does matter because it causes months of anxiety for the parents and delays the start of treatment. Mothers frequently sense when all is not well; a good paediatrician listens to all that mothers say and is also alert for the apparently trivial complaint which hides a painful reluctance to voice their real fears. Early diagnosis depends upon many items, such as the following: (a) Extra alertness in those cases where the history indicates an increased risk of abnormality, such as antenatal infections, prematurity, 'small-for-dates' babies and neonatal asphyxia. (b) Developmental delay of significance either because of associated features or of an extent beyond the range of normality. (c) Atypical behaviour such as exceptional irritability or apathy. The baby who is 'never any problem' always triggers anxiety in the paediatrician's mind.
(d) Abnormalities of muscle tone resulting in asymmetry of responses and discrepancies in different postures. Figures 3 and 4 show babies with early cerebral palsy. In Figure 3 there is strong extensor tone in the prone position but hypotonia in supine. Figure 4 shows failure of the hips to flex as the trunk is gradually raised from supine. Figure-5 shows a strong ATNR still present at 8 monthsa sign of cerebral palsy. () Failure of appearance towards the end of the first year of such secondary responses as the supporting and parachute reactions. (g) Examination may provide supporting evidence in the form of an unusually large or small head, optic atrophy, nystagmus, squint, and abnormally brisk tendon reflexes. (h) Examination should include a search for clues to the aetiology, such as multiple congenital stigmata or enlargement of liver or spleen, in addition to a search for other associated problems such as sensory defects. It is possible to search for auditory and visual defects even in quite young children. Figure 6 shows a free-field hearing test. Figure 7 shows a child responding to a small visual clue provided by a white ball mounted on a black rod against a black background.
If there is uncertainty it is best to inform the parents and to re-examine the child a week or two later. Parents hate to be fobbed off by reassurances when they recognize that uncertainties exist, and if told that all is not well they may show some relief because at least uncertainties are resolved and they can get on and do something about it. Figure 6 . Free field hearing testturning to a quiet rattle Figure 8 . 15-week-old baby with cerebral palsy; anxiety and tension of mother also apparent At this stage every effort must be made to determine the cause of the abnormality and the following investigations should be considered: a wide range of biochemical studies; antibody estimations regarding antenatal infections; chromosome studies; brain CAT scan; electroencephalography and evoked responses; radiological skeletal survey. In those cases where a specific aetiology is identified, parents feel that the condition is understood and it is possible to give more precise guidance about the future (which they always desperately want to know) than would otherwise be possible. In cases where the aetiology remains obscure, parents sometimes get an impression that medical interest wanes with the completion of investigations which fail to reveal a definite condition. This is sad and unfortunate because much can and should be done to provide assistance in all cases.
As soon as possible there should be a discussion about future pregnancies. The genetic risks of recurrence, which might be as high as 1 in 4 if a recessive condition has been identified or around 1 in 30 where no specific cause has been found, should be discussed. But this alone is not sufficient. Parents want to know the doctor's views about having another child in the familywhat impact it will have on them and their disabled child; and if they do contemplate a further pregnancy, what the best time would be and whether they should take special care. The whole issue needs opportunities for several discussions and should not be dealt with by quick reference to just the genetic risks. I have come to recognize that some of the symptoms shown by disabled babies are not due directly to the disability but are a reflection of the anxious interaction between mother and child. Figure 8 shows a 15-week-old baby with cerebral palsythe head is retracted, the expression wide-eyed and fixed, and the arms and legs stiff. The mother's anxious expression and general tenseness are apparent. The baby may be irritable or difficult to feed or unresponsive, the mother becomes anxious and the baby reacts with an increase of the symptoms, and so a vicious spiral is created. The very first step must be to resolve the mother's anxieties and restore her self esteem and confidence; as this is achieved the symptoms will lessen to a varying degree from case to case, but often very considerably. The next step is to analyse the pattern of family life and child care throughout a typical day. This procedure helps to confirm our interest in the child's development as well as the disorder; often reveals additional information about which we had omitted to enquire or the parents to report; provides insights into the strengths and weaknesses of the family and the time and resources available for caring for and treating a disabled child; and reveals their caring practices which may need to be modified to make them more effective. Figure 14 . Surface electromyographs of the anterior tibial and gastrocnemius muscles at rest showing excessive spontaneous activity which can be abolished by the therapist but not by the mother The third step follows on from the day'analysis and consists of informal therapy, i.e. therapeutically useful techniques are introduced into the daily routine care of the child. Typical examples are: (a) The mother is shown how to lift and move her baby without exciting strong reactions. (b) Changing the position of the cot so that the child is not always picked up from the same side, to reduce the development of asymmetrical deformities. (c) Widely abducting the hips whenever the nappy is changed. (d) Carrying the baby with the hips astride one side (Figure 9 ). (e) Ensuring head stability so that feeding is easier and so that the sensory functions can be' used more effectively. Figure 10 shows food being dropped into the open mouth of a recumbent childthis is wrong. The child should be in a supported, sitting position as in Figure I 1. Therapists reinforce the informal therapy by techniques to promote function and also provide appropriate aids. Figure 12 shows simple modifications to ensure a good supported sitting position. Figure 13 shows exercises with a simple hoop which are preliminary to learning to dress.
With all this as a basis, the introduction of formal therapy is all the more effective and acceptable. A number of treatment techniques are available, usually. known by the names of their originators, e.g. Bobath, Vjoita, Peto and Rood. We believe that no system is suitable for all types of disability at all ages and stages of the condition. Consequently therapists are encouraged to become familiar with all techniques and to know the aims, strengths and weaknesses of each one. Once the needs of each child are specified, the appropriate routines can be selected. Provided the problems and needs of the child are carefully analysed, and appropriate therapy is provided regularly and consistently, then much is achieved: the daily care of the child is greatly eased; the child's development is fostered; the risk of deformities is reduced; and secondary deficiencies of learning opportunities are reduced.
A much debated question is whether the neurological manifestations can be influenced by therapy. Figure 14 suggests that abnormally excessive muscle activity can be controlled. The figure shows electromyograph (surface) records from the anterior tibial and gastrocnemius muscles. At rest there is excessive spontaneous activity, w'hich is abolished when the therapist places the child in a reflex inhibiting posture. When the mother attempts the manoeuvre she does not have the experience of the therapist and fails to control the activity. 
